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Abstract 
 Obstetric patients are rarely admitted to the medical intensive care unit (MICU) at UNC 
Medical Center. However, when these occasions arise, the health care team must be aware of 
pregnancy-related differences in order to provide optimal patient-centered care. A need for 
readily available information on the most common obstetric-related reasons for admission was 
identified by nursing staff in the MICU at UNC Medical Center. The aim of this project was to 
improve obstetric patient care in the MICU through the creation of a series of educational 
resources for MICU team members. Through chart review, four most common pregnancy-related 
diagnoses were identified. A literature review was conducted on these four conditions as well as 
evidence-based approaches to educate nurses. Findings were integrated into four informational 
posters for the MICU. The posters included the following pregnancy-related complications and 
educational needs on the unit: hypertension, postpartum care for non-OB providers, caring for 
the critically ill obstetric patient, and obstetric emergencies. The posters were created with 
ongoing collaboration with a MICU nurse mentor, the MICU unit manager, and nurse education 
specialists in the Women’s Hospital at UNC Medical Center. The expected outcome of this work 
is improved education of MICU team members and improved care for obstetric patients in the 
MICU. 
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Overview 
 Obstetric patients may develop pregnancy or non-pregnancy related health conditions 
requiring medical care at any point during gestation. When these needs arise, healthcare 
providers must be prepared with accessible resources for best practice for management and 
treatment. In collaboration with a MICU nurse mentor, several needs for further education on 
pregnancy-related conditions were identified for the MICU health care team. When I initiated my 
honors project, the MICU nurse mentor had already received IRB approval for a review of past 
obstetric patients who received care on the unit. Through analysis of these chart review findings, 
we identified the common reasons for admission of obstetric patients and formulated the most 
urgent topics to include in a series of four educational posters. The purpose of these posters is to 
provide easily accessible education to the MICU team members on the care of obstetric patients 
with significant complications. Throughout the design process, ongoing feedback from 
stakeholders was received. These stakeholders included my MICU nurse mentor, the MICU 
manager, and the nurse education specialists in the Women’s Hospital at UNC Medical Center. 
This paper will provide an overview of my honors project including: a review of the relevant 
literature, a description of the process of creating the educational posters, and a reflection on my 
experience collaborating with members of the healthcare team to develop a meaningful 
intervention in the MICU. 
Review of Literature 
The first portion of this project culminated in an extensive literature review based on the 
most common pregnancy-related diagnoses seen in the MICU as well as research on the best 
practices for creating nursing education. The diagnoses included in this literature review were 
decided upon based on initial research my MICU nurse mentor had performed when creating a 
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Vizient poster for her nurse residency program. My MICU nurse mentor had decided on the 
diagnoses based on an initial, smaller chart review. Providing comprehensive nursing education 
that could be adapted to fit the logical constraints and challenges of the COVID-19 pandemic 
was a significant part of my initial research. Originally, my MICU nurse mentor and I discussed 
providing the education in an in-person setting or utilizing a pre- and post-survey to gauge the 
understanding and confidence of MICU nurses caring for obstetric patients. However, the project 
evolved to fit the circumstances of the pandemic and the high workload of nurses in the MICU 
(which is currently the COVID unit at UNC Medical Center). It was decided with my MICU 
nurse mentor and the MICU nurse manager that it would be more beneficial for staff members to 
be able to view and peruse the educational materials on an as-needed basis. Therefore, the 
project deliverables were shifted to a series of evidence-based posters. The diagnoses included in 
my literature review include hypertension, pre-eclampsia, hemorrhage, and sepsis. For each of 
these diagnoses, research was conducted through PubMed and CINAHL to find relevant articles 
from the last 15 years. These articles included published studies in peer-reviewed journals and 
ACOG Practice Bulletins. In addition, nursing textbooks were utilized to provide foundational 
information. Content focused on the changes in pathophysiology in obstetric patients, how the 
aforementioned diagnoses differ in obstetric patients, and the best practices for treatment in 
obstetric patients. The following sections will provide a summary for each of the parts of the 
literature review; the full evidence matrix can be found in Appendix 5. 
Approaches to Nursing Education  
There are many approaches to providing nursing education and there are pros and cons 
associated with each. Examples of modes of deliveries that were initially considered include: 
pre-recorded lectures, case-based, in person large group settings, flipped classrooms, simulation, 
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and asynchronous web-based courses (online modules). The common theme for success among 
all of these educational methods is retaining learner engagement. This can be accomplished with 
a practice-oriented and self-directed form of empowering education (Chaghari et al., 2016). A 
balance between the time, resources, and personnel required to keep learner engagement while 
providing clearly presented information is key to success. Specifically, in the critical care setting, 
the effects of continuing education have a direct link to nurses using evidence-based practice and 
improved patient care (Gigli et al., 2020). Therefore, it is crucial to have current and ongoing 
nursing education to provide the best quality care. Based on this information, the nursing 
education I helped to create is engaging and directly relates to the obstetric cases that MICU 
nurses commonly see. Including patient care simulation or case study would be beneficial, but 
not as beneficial without aspects of group discussion and interaction with facilitators (Shin et al., 
2015). Situational barriers to providing education and how to overcome them best will be 
examined next. 
Adapting Education to COVID-19 Pandemic Constraints  
Prior to the obstacle of COVID-19, challenges with providing continuing nursing 
education (both online and in person) were present (O’Doherty et al., 2018). Some of the barriers 
include poor technical skills, inadequate infrastructure, negative attitudes, high costs, poorly 
designed materials, and inadequate technology; possible solutions include improved educator 
skills, incentives/rewards for time, improved institutional strategies/support, and positive attitude 
of those involved. Both the solutions listed here, and the strategies stated above to engage 
learners are recommended to improve retention of material (O’Doherty et al., 2018). There is 
already some research on how COVID-19 has changed the landscape of nursing education. For 
example, utilizing technology that can facilitate digital delivery of material is an effective 
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method of education (Lira et al., 2020). Creating tip sheets, videos, and rapid implementation of 
material proved to be an effective way for education to be provided within the constraints of the 
COVID-19 (Prior et al., 2020). Findings suggest that if the information is delivered 
appropriately, remote education can be just as effective as face-to-face learning (das Graças Silva 
Matsubara & De Domenico, 2016). The utilization of user-friendly materials (quick tip sheets) 
and access to online resources, as well as a mechanism for participants to ask questions, can 
overcome the barriers associated with remote learning as well as the situational struggles that 
come with a pandemic. As previously stated, due to the constraints on the MICU unit, it was 
decided that posters would be a beneficial approach to education so that information could be 
accessed as needed by each team members. Additionally, a QR code was included on one of the 
posters that directs MICU nurses to additional online resources if they have further questions. 
Once the approach to educating staff was determined, the following diagnoses were covered in a 
broad literature review.  
Hypertension  
As the burden of disease in the United States shifts to chronic illnesses, the proportion of 
those affected by hypertension is on the rise. This includes pregnant women. The three types of 
hypertensive disorders in pregnancy are chronic hypertension, gestational hypertension, and pre-
eclampsia (Lu et al., 2018). Hypertension is defined as a blood pressure reading greater than 
140/90 mmHg and it is considered a multifactorial condition. The overall goal of treatment in the 
adult population is to reduce blood pressure to prevent further complications. This is first 
attempted through lifestyle modifications, followed by medications as needed (Hinkle & 
Cheever, 2018). Since hypertension in pregnancy is associated with an increased risk of adverse 
outcomes (prematurity, fetal growth restrictions, and hypoxemia), it is critical that it is 
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appropriately managed. In terms of chronic hypertension, the treatment regimen is similar during 
pregnancy, although a provider should be consulted when deciding on what lifestyle 
modifications are most appropriate. Such lifestyle modification recommendations include a diet 
low in sodium, daily low dose aspirin, avoiding excessive weight gain, and regular exercise 
(Bortolotto et al., 2018). Additionally, there are several medications that are contraindicated in 
pregnancy due to increased incidence of congenital abnormalities (clonidine, ACE inhibitors, 
angiotensin II receptor blockers, and Aliskiren) (Hinkle & Cheever, 2018). These medications 
should be discontinued, and a new regimen established when a woman is pregnant or attempting 
to become pregnant. Some of the medications that are generally used for hypertension in 
pregnant women include methyldopa (first line), beta-blockers, calcium channel antagonists, and 
hydralazine (Bortolotto et al., 2018). After a woman has given birth, hypertension may worsen, 
and she should remain in the hospital until stabilized. It is important to note that many of the 
medications contraindicated in pregnancy can be resumed safely in women who are 
breastfeeding.  
Pre-Eclampsia  
Pre-eclampsia is a form of hypertension that is unique to pregnancy and its incidence is 
rising. It presents as new onset hypertension and proteinuria after 20 weeks of pregnancy (Rana 
et al., 2018). The cause is thought to be related to placental abnormalities (Amaral et al., 2017). 
There are many risk factors for pre-eclampsia including nulliparity, multifetal gestations, 
previous pre-eclampsia, chronic hypertension, and pregestational/gestational diabetes (ACOG 
Practice Bulletin, 2020). It is currently a leading cause of maternal death, severe morbidity, 
maternal intensive care admissions, low birth weight, pre-term birth, and cesarean section. There 
is no cure, and the ultimate effective treatment includes delivery and providing prophylactic 
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medications (Rana et al., 2018). However, in low risk, more stable patients, antihypertensive 
treatment (see “Hypertension” section for medications pertinent to pregnant women) can be used 
to reduce adverse effects for both mother and baby. Additional medications are magnesium 
sulfate (to prevent seizures), hydralazine (for severe hypertension), and low dose nifedipine in 
emergencies (Bortolotto et al., 2018). It is also recommended that women with high risk factors 
or multiple risk factors take a low dose of aspirin daily (ACOG Practice Bulletin, 2020). 
Hemorrhage 
Hemorrhage can happen at any time during pregnancy. The different types are 
antepartum, primary postpartum, and secondary postpartum (Lockhart, 2015). The interventions 
focused on in this review are based on postpartum hemorrhage (PPH). PPH is a leading cause of 
maternal mortality worldwide (Ducloy-Bouthors et al., 2014). It is defined as ≥1000 mL of 
cumulative blood loss within 24 hours after delivery. There is little research on treatments for 
PPH, so many of the interventions are based on trauma-associated hemorrhages. PPH results 
from 4 main causes: uterine atony, retained placenta, injury to the uterus/birth canal/supporting 
structures, and coagulopathies (Lockhart, 2015). Early recognition and rapid treatment of PPH 
are key elements of treatment. Additional recommendations include use of oxytocin, avoiding an 
episiotomy, and tranexamic acid. For nurses who notice excessive bleeding, the first intervention 
should be uterine massage (Evensen et al., 2017). Since this can be a confusing and frightening 
time for new mothers and their families, the nurse should provide calm explanations of the 
interventions and appropriate education (Lanning, 2020). 
Sepsis 
Infection in the obstetric population can lead to major complications for both the mother 
and fetus, including sepsis and death. Some of these complications include preterm labor, pre-
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eclampsia, higher rates of cesarean sections, fetal infection, and preterm delivery (Narang et al., 
2020). Endometritis, wound infection, urinary tract infections, and respiratory infections are 
common postpartum infections (Lanning, 2020). Pregnant women are a vulnerable population 
because of maternal immunological and cardiovascular adaptations that help facilitate the 
development of a fetus (Dashraath et al., 2020). Prevention is the most effective treatment. If 
women do develop sepsis, rapid treatment includes aggressive hydration, IV antibiotics, central 
hemodynamic monitoring, and involvement of infectious disease specialists (Barton & Sibai, 
2012). Additional management of these infections include supportive care, rest, and pain relief 
(Lanning, 2020). Early induction is not normally recommended because stabilizing the mother 
first will help the fetus improve as well. In terms of COVID-19, fetal complications include 
miscarriage, intrauterine growth restriction, and preterm birth. Breastfeeding is not 
contraindicated, but a COVID-positive mother should wear a mask at any time in close 
proximity to her child (Dashraath et al., 2020). 
Poster Topics and Creation 
Once the chart review was completed, my MICU nurse mentor and I were able to better 
tailor the topics to include on the four educational posters. Although we had hoped to provide an 
active-learning approach to education, the barriers associated with the COVID-19 pandemic, led 
us to the decision to create a series of four educational posters. To further ensure these posters 
aligned with the education that was already being utilized at UNC Medical Center, we 
collaborated with the nurse education specialists in the Women’s Hospital. Based on their 
guidance and with the data from the chart review, the four posters were formed around the 
topics: Hypertension, Postpartum Care for Non-OB Providers, Caring for the Critically Ill 
Obstetric Patient, and Obstetric Emergencies. Descriptions of specific information included on 
IMPROVING OBSTETRIC PATIENT CARE 10 
posters is below as well as images of the four posters in Appendices 1-4. After creating initial 
drafts of the posters, they were sent to my MICU nurse mentor, the nurse education specialists, 
and my honors advisor for feedback. The final drafts of the posters were then sent to my MICU 
nurse mentor to professionally print and display on the MICU unit at UNC Medical Center.  
Hypertension  
The hypertension poster is titled “Severe Hypertension in Pregnant and Postpartum 
Patients” and the main focus is both hypertension and pre-eclampsia. The poster begins with 
defining hypertension in the obstetric population as the parameters differ from those present for 
hypertension in the MICU. A current UNC Medical Center algorithm on the proper steps to take 
if hypertension is suspected is included. Additionally, key information and commonly used 
medications are included adjacent to the algorithm image. The second half of the poster defines 
pre-eclampsia and critical nursing interventions and considerations. The main medication given 
for women with pre-eclampsia is magnesium sulfate and important dosing guidelines are 
included. Lastly, critical information about magnesium toxicity is included. There is guidance on 
the key symptoms to be aware of as well as nursing actions to take in cases of suspected toxicity. 
The language used to call a provider or OB staff is written exactly how a staff member would 
speak into their Vocera communication device to avoid confusion and provide critical 
information.  
Postpartum Care 
The second poster in the series is titled “Postpartum Care for Non-OB Providers” and 
focuses on postpartum hemorrhage, lactation guidelines, and visiting the newborn. The poster 
begins by defining postpartum hemorrhage, key symptoms to be aware of for rapid 
identification, and immediate nursing interventions. A graphic is included that discusses the most 
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commonly used medications by UNC obstetric providers along with dosing information. The 
poster also provides information about lactation including guidelines provided by the lactation 
department at UNC Medical Center for how often to pump and how to procure the necessary 
supplies. There is an image of the Medela breast pump available throughout the hospital included 
on the poster for reference. There are also Lawson numbers included on the poster for each of the 
supplies that can be requested. Additionally, phone numbers and pager numbers for the lactation 
department are included in order to quickly request a lactation consult. Information on 
appropriate steps for collecting and storing pumped breast milk is also included on the poster. 
Lastly, the poster briefly describes ways the MICU nurse can facilitate bonding between patients 
and newborns through in-person and virtual devices that provide opportunities for parents to 
interact, see, and speak with their baby. 
Critically Ill Obstetric Patient  
The third poster in the series is titled “Caring for the Critically Ill Obstetric Patient” and 
includes important aspects of care for a critically ill pregnant patient along with information 
about COVID-19 and pregnancy. The normal ranges for arterial blood gases in pregnant patients 
are included and differences between pregnant and non-pregnant patients are highlighted. There 
is a graphic included that demonstrates the relationship between pregnancy and respiratory 
alkalosis. The common drips used for the obstetric population are included. There is a large 
graphic provided by the UNC Medical Center that outlines the interim guidelines for COVID+ 
pregnant MICU patients/MICU process. The graphic clearly displays the process for MICU 
nurses to take from admission of the patient through the immediate evaluation and emergency 
cesarean if needed. The chart clearly indicates who to call and what each team member can do if 
certain situations arise. Lastly, COVID-19 specific information regarding medications that can 
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be used safely in the obstetric population is included, along with guidance on various positioning 
that is safe for this population.  
Obstetric Emergencies  
 The fourth and final poster in the series is titled “Obstetric Emergencies” and focuses on 
ACLS, contacts, and key resources. The focus of this poster is an important graphic entitled 
“Cardiac Arrest in Pregnancy In-Hospital ACLS Algorithm”. Additional critical information was 
placed adjacent to this graphic. This is the main focus of this poster because the MICU team runs 
their own codes, but the need rarely arises for obstetric patients. Therefore, this information is of 
vital importance to be included as a refresher to the MICU nurses. A chart that includes 
important contacts for the care of obstetric patients was placed below the graphic for easy access. 
This information is divided by urgent and non-urgent needs and utilizes Vocera device language 
to avoid confusion or delays. There are screenshots of EPIC along the right side of the poster to 
guide MICU nurses to additional education if they wish to review further information not 
included on the four posters. Lastly, there is a QR code included for MICU personnel to take a 
survey to meet a Joint Commission requirement.   
Reflection 
 The creation of this work was extremely fulfilling because I knew the culmination of my 
honors project would be physical materials that provide nurses and other team members with a 
resource they truly need. At the start of my project, I met with a health sciences librarian to really 
learn how to conduct thorough research and sort through the many results to find relevant 
information for my research topics. This was a critical step as I began my literature review. The 
process seemed like a daunting task, but having the correct tools helped make the literature 
review more straightforward and streamlined. I was able to work on the Carolina Core Tenets 
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Research and Scholarly Communication and Writing through my literature review and the 
creation of my evidence matrix. Throughout the entire process of my honors project, I had an 
inside window into the MICU at UNC Medical Center. This was an incredible learning 
opportunity which allowed me to better understand how intensive care nursing works and 
recognize details I would not have learned otherwise, such as how the staff run their own codes. 
In learning about intensive care nursing from MICU nurses, I was better able to tailor my 
education towards their needs. As the project progressed, I was very appreciative of all the 
feedback I was able to receive from the various nurses. Although the process sometimes felt 
arduous to me, I knew that each time I sent a poster draft off to be edited, experienced nurses 
were looking through every detail to ensure it matched with hospital policy and fit the needs of 
the unit. In designing the actual posters, I learned new skills in graphic design. I had to think 
about what the most vital information was and how to keep the poster visually appealing while 
including all relevant information. There was always more information that could be included, 
and tough decisions had to be made about what needed to be cut in order to meet the space 
requirements. In the end, I feel that the iterative process led to final products that cover the most 
vital topics in a user-friendly layout. I feel that these learning tools will help prepare nurses and 
other health care providers to provide exceptional care of obstetric patients in the MICU.  
One of the most pleasant surprises of my honors project, was the opportunity to 
collaborate with so many people throughout UNC Medical Center. Without all the support I 
received, I would have found every step of this project difficult, but instead I was able to 
complete my project on time and feel a sense of accomplishment. It has been an extremely 
rewarding experience that has helped me to grow in many ways, especially my professional 
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communication and collaboration skills, all of which I will carry with me throughout my nursing 
career.  
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Appendix 1 
“Severe Hypertension in Pregnant and Postpartum Patient”  
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Appendix 2 
“Postpartum Care for Non-OB Providers” 
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Appendix 3 
“Caring for the Critically Ill Obstetric Patient”  
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Appendix 4 
“Obstetric Emergencies in the MICU” 
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Appendix 5 
Approaches to Nursing Education  
Study Author 
and Year 
Title Study Purpose as Stated 
by Authors 










based guidelines that 
represent best practice 
use of media in 




N/A Pre-recorded lectures are a 
good way to convey 
instructional information 
remotely, but only if they are 
high quality and engaging the 
whole time. 
Thistlethwaite 








Explore, analyze, and 
synthesize the evidence 
relating to the 
effectiveness of case-
based learning as a 
means of achieving 
defined learning 








1965 to 2010 
were coded 
Enjoyment of case-based 
learning both from educator 
and students because of 







Merits of a 
Mandatory Large 
Group Classroom 
Learning Format  
To compare the 
common asynchronous 
format of medical 
classes with the 
common large 
mandatory classes of 





N/A An in-person classroom setting 
facilitates large group 
discussions that can further 
learning. The value of the 
classroom discussion increases 
with more people present to 
participate. 
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state why medical 
learning should still take 
place in a classroom 
setting.  
Chen et al., 
2017 
A Systematic 






To examine the scope 
and quality of studies on 
the flipped classroom 
teaching approach in 
medical education and 
to assess the effects of 




Total of 118 
articles 
There are positive perceptions 
of the flipped classroom 
approach. Changes in 
knowledge and skills were not 
conclusive – lack of strong 
evidence for the effectiveness 
of flipped classrooms in 
promoting knowledge 
acquisition above traditional 
learning methods. 








To identify the best 
available evidence about 
the effects of patient 
simulation in nursing 
education through a 
meta-analysis  
Meta-Analysis 20 Studies 
included in final 
analysis 
Significant post intervention 
improvements compared to the 
control group. Patient 
simulation education is more 











Comparing a previously 
in person course to 
online modules about 
EBP principles and 
application of EBP in 
patient care in terms of 
increasing research and 
evidence-based practice 
use among nurses in 
hospitals 
Cohort Study  104 Nurses 




entirely (all still 
completed the 
post evaluation) 
The number of nurses who 
completed the online course 
was lower than that who 
completed the in-person 
course. There was in increase 
in knowledge and skills 
relating to EBP. There was 
such a high rate of 
incompletion of the online 
modules possibly due to:  lack 
IMPROVING OBSTETRIC PATIENT CARE 21 
of any person to person 
contact, challenges navigating 
the course/assignments, and 
lack of time/resources. 
Skees, 2010 Continuing 





To discuss the findings 
of research that address 
issues surrounding 
continuing education 
and explore perspectives 
on continuing education 
that impact nursing 
practice. Also strategies 





N/A This article both defines what 
continuing education is, the 
benefits/barriers of it, and the 
link between continuing 
education and evidence-based 
practice. Knowledge gained by 
nurses becomes power. 
Through knowledge and skills 
gained, healthcare is positively 
impacted. A commitment to 
lifelong learning benefits 
nurses and patient care. 










To examine the 
relationship between 
critical care nurses’ 




about their place on the 
intensive care unit team, 
and their perceptions of 
evidence-based 
practices used in the 
intensive care unit. 
Cohort Study 268 nurses in 12 
adult intensive 
care units within 
6 hospitals. 
180 – Bachelor of 
science degree or 
higher 
71 – critical care 
certification 
Nursing specialty certification 
is associated with nurse’s 
individual psychosocial beliefs 
and their perceptions of 
evidence-based practices in the 
intensive care unit, but 
education level was not. 
Supporting nurses in obtaining 
specialty certifications could 
help increase evidence-based 
practices and therefore 
improve quality of care 
specifically in the intensive 
care unit. 
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Chaghari et 
al., 2016 
An Attempt for 
Empowering 






To identify and explain 
the process of in-service 
training of nursing 
personnel in hospitals. 
Qualitative 
Study 









oriented and self-directed 
training. 
 
Adapting Education (COVID friendly education)   
Study Author 
and Year 
Title Study Purpose as Stated 
by Authors 






Solutions to Online 
Learning in 
Medical Education 
– an Integrative 
Review 
To review literature on 
known barriers and 




learning programs for 




10 Full page 
papers met the 
inclusion 
criteria  
Key barriers:  time constraints, 
poor technical skills, 
inadequate infrastructure, 
absence of institutional 
strategies/support, and negative 
attitudes of those involved.  
Solutions:  improved educator 
skills, incentives/rewards for 
time, improved institutional 
strategies/support, and positive 









strategies may be 
enhanced to meet 
learner’s expectations 
and address the reduced 
N/A 
(informational) 
N/A This article provides 20 
strategies to increase learner 
engagement, improve retention 
of material, and make nursing 
education more enjoyable. 
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attention spans 













Oncology:  and 
Experimental 
Study 
To compare learning 
outcomes of the 
professionals 
participating in the 
classroom learning 
versus distance learning 
Randomized 
control trial 
97 Nurses  
44 – control 






The performance of both 
groups was statistically 
significant. Distance education 
has proven to be an effective 
alternative for nurses.  






Times of the 
COVID-19 
Pandemic 
To discuss the 
challenges and 
perspectives of nursing 







Longstanding challenges have 
emerged with the pandemic. 
Technologies have emerged 
that combine the physical with 
the digital. This broadens the 
exchange of experiences, 
interaction, reflection, and 
critical thinking. 










on infection prevention 
and management of 
patients with suspected 
or known COVID-19 






To meet staff needs:  robust 
education program, rapid 
implementation, face-to-face 
education sessions, easy-to-use 
tip sheets, announcements in 
LMS, videos, simulation 
 





Title Study Purpose as Stated 
by Authors 
Study Design Sample Size and 
Characteristics 










Current textbook for 
nursing school. Used 




hypertension in the 
normal adult population  
N/A (textbook) N/A Hypertension is systolic 
greater than 140 and diastolic 
greater than 90 based on at 
least 2 separate readings taken 
a few weeks apart. Can result 
from increased cardiac output, 
increased peripheral resistance 
or both. Multifactorial 
condition. Treatment goal is to 
lower BP to reduce future 
complications. All treatment 
begins with lifestyle 
modifications and then 
progresses to medications 
(ACE, ARB, CCB, etc). 
Clonidine – contraindicated in 
pregnant women. Methyldopa 
– drug of choice for pregnant 
women. Hydralazine – used in 
pregnancy induced 
hypertension. ACE inhibitors 
– contraindicated in 
pregnancy. Angiotensin II 
Receptor Blockers – 
contraindicated in pregnancy. 
Aliskiren – contraindicated in 
pregnancy  
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Summarized the existing 
guidelines and 
treatments of pre-





data from PubMed 
articles  
Three types of hypertensive 
disorders in pregnancy:  
chronic hypertension, 
gestational hypertension, and 
pre-eclampsia. Chronic 
hypertension is associated 
with an increased risk of 
adverse outcomes. 
Discontinue ACE and ARB 
medications when pregnant 
because of increased risk of 
congenital abnormalities. 
Methyldopa is considered first 
line. Encourage pregnant 
women to maintain a low 
dietary sodium intake  
Bortolotto 
et al., 2018  
Resistant 
Hypertension 




management of pregnant 
patients with preexisting 
resistant hypertension 
and also of those who 
develop severe 
hypertension in gestation 
and puerperium 
Review Review of limited 
literature  
Women with preexisting 
hypertension will need to 
adjust their medication 
regimen. Most commonly 
used medications are 
methyldopa, beta-blockers, 
and calcium channel 
antagonists. Hypertension in 
pregnancy is related to higher 
chances of prematurity, fetal 
growth restriction, and 
hypoxemia. Non-
pharmacologic treatment:  
avoid excessive weight 
increase during pregnancy, 
low salt diet, regular exercise. 
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Hypertension may worsen in 
the postpartum period and 
discharge must be delayed 









To determine whether 
home blood-pressure 
monitoring (HBPM) 
reduces visits to 
antenatal services and is 




pregnant women  
(108 women HBPM 
and 58 in the 
control group) 
Women who used HBPM had 
significantly fewer outpatient 
attendances per patient. There 
was no difference in the 
incidence of adverse maternal, 
fetal, or neonatal outcomes 







203:  Chronic 
Hypertension 
in Pregnancy  
To clarify the criteria 
used to define and 
diagnose chronic 
hypertension before or 
during pregnancy, to 
review the effects of 
chronic hypertension on 
pregnancy and vice 
versa, and to appraise the 
available evidence for 
management 
Review Review on new 





A woman with chronic 
hypertension should be 
evaluated pre-pregnancy and 
counselled on modifying risk 
factors.  
 
Level A Recommendation:  
For women with chronic 
hypertension, it is 
recommended to initiate daily 
low-dose aspirin (81mg) 
between 12 and 28 weeks of 
gestation and to continue this 
therapy until delivery.  
 
Level B recommendations 
include initiation 
antihypertensive therapy and 
initiating an early delivery 







in Pregnancy  
To determine the effect 




pregnancy and its 
influence on perinatal 
outcomes 







2 trials were 
included 
Insufficient evidence about the 
use of guided imagery for 






Current textbook for 
nursing school. Used 




hypertension in the 
obstetric population  
N/A (textbook) N/A Management of chronic 
hypertension should begin 
before conception. Women 
should try lifestyle changes 
(smoking/alcohol cessation, 
exercise, weight loss, and 
sodium restriction) before 
medications are started. The 
goals of therapy are to ensure 
maternal safety and to deliver 
a healthy newborn as close to 
term as possible. Most women 
without severe hypertension 
(<155/105) can be safely 
managed at home (with 
frequent evaluation). Once 37 
weeks is reached, induction of 
labor is recommended. 
Postpartum care includes 
careful assessment of her vital 
signs, intake, output, DTRs, 
and LOC. Sometimes 
gestational hypertension can 
resolve within the first week 
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after giving birth. It is 
recommended that BP be 
monitored in the hospital for 
at least 72 hours after birth, 
then should be checked again 
7-10 days postpartum. If 
increased BP continues, 
women should be placed on an 
antihypertensive medication 
until low BP are established.  
 




Title Study Purpose as 
Stated by Authors 
Study Design Sample Size and 
Characteristics 
Major Finding 
Lu et al., 
2018  
The Management 
of Hypertension in 
Women Planning 
for Pregnancy  
Summarized the 
existing guidelines and 
treatments of pre-





data from PubMed 
articles 
Pre-eclampsia is a leading cause 











pregnant patients with 
preexisting resistant 
hypertension and also 
of those who develop 
severe hypertension in 
Review Review of limited 
literature 
The ultimate treatment for pre-
eclampsia is delivery. 
Antihypertensive treatment is 
used to lower maternal risks in 
stable patients to reduce 
prematurity. Magnesium sulfate 
is used to help prevent or control 
convulsions. In cases with 
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gestation and 
puerperium 
severe hypertension, IV 
hydralazine is given. Labetalol 
can also be given. Nifedipine is 
given in emergency situations 
but in greater doses can cause 
rapid hypotension and fetal 
death. Diuretics are 
contraindicated postpartum as 








Hypertension:  A 
Cohort Study to 
Guide Counselling 
and Management 
In pregnant women 
with previous 
gestational 
hypertension:  to 
compare the prevalence 
of pre-eclampsia as 
defined by the 2001 
versus the 2014 
international Society 
for the Study of 
Hypertension in 
Pregnancy criteria, to 
determine the rates of 
fetal growth restriction 
as defined, not only by 
birth weight centile, 
but in combination 
with fetal ultrasounds 
studies and, finally, to 
determine rates of 
other related outcomes 




773 Women were 
looked at between 
2011 and 2016 
with a history of 
gestational 
hypertension  
49% developed pregnancy 
complications (72% of those 
were hypertensive disorders of 
pregnancy). Overall rate of 
recurrence of pre-eclampsia was 
12.5%. High blood pressure, 
BMI, and earlier gestation of 
previous hypertension were 
associated with higher risk of 
pre-eclampsia. Looking at the 
guidelines from 2001 to 2014, 
56% more women were 
classified as having pre-
eclampsia.  
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To discuss the current 
evidence for the role of 
abnormal placentation 
and the role of 
placental factors in the 
pathogenesis of the 
maternal syndrome of 
pre-eclampsia.  
Review Review of current 
literature  
Pre-eclampsia often presents as 
new onset hypertension and 
proteinuria during the third 
trimester. The patho and cause is 
unclear, but it is thought that 
abnormalities in the placenta are 
partially a cause. Although it 
only affects 5-7% of women, it 
is a leading cause of maternal 
death, severe morbidity, 
maternal intensive care 
admissions, cesarean section, 
and prematurity. The only 
definitive treatment at this time 








To highlight the factors 
implicated in the 
pathophysiology of 
pre-eclampsia and 
current treatments for 
the management of this 
disease  
Review Review of 
literature 
Pre-eclampsia is a major 
contributor to preterm and low 
birth weights. Early delivery is 
necessary for maintaining 
maternal well-being. The current 
clinical management is 
hydralazine and magnesium 
sulfate for aggressive treatment 
of hypertensive emergency, 
seizure prevention, and limiting 
injury to the fetus. Inappropriate 
vascular remodeling and hypo-
perfused placenta are two things 
that have been identified as 
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initiating events. Patho involves 
a complex relationship between 
placental ischemia, maternal 












Provide Guidelines for 





Review Review on new 






Risk Factors:  Nulliparity, 




diabetes, thrombophilia, SLE, 
pregnancy BMI >30, 
antiphospholipid antibody 
syndrome, maternal age >35 
years, kidney disease, assisted 
reproductive technology, and 
obstructive sleep apnea. 
Diagnostics:  BP > 140/90 on 2 
occasions at least 4 hours apart 
after 20 weeks gestation in a 
woman with a previously 
normal BP and proteinuria. 
 
Level A Recommendation:  
women with any high risk 
factors or more than one 
moderate-risk factors should 
receive low-dose aspirin 
(81mg/day). Women who are at 
or beyond 37 0/7 weeks 
gestation, delivery is 
recommended. Magnesium 
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sulfate should be used for the 







Current textbook for 
nursing school. Used 
chapter 27 for up-to-
date information on 
pathophysiology and 
management of pre-
eclampsia   
N/A (textbook) N/A Pre-eclampsia is related to the 
placenta (disruptions in 
placental perfusion and 
endothelial cell dysfunction). 
The most effective thing found 
to work is low doe aspirin 
started around 12-28 weeks 
gestation. Women with severe 
symptoms should be 
hospitalized for a thorough 
evaluation. Care includes 
magnesium sulfate and 
antihypertensives. Postpartum, 
the magnesium sulfate should be 
continued prophylactically for 
about 24 hours.  
 















in the Treatment on 
Postpartum 
Hemorrhage 
Summarized evidence for 
current management 
strategies for patients with 
major obstetric 
Review Review of current 
literature 
Hemorrhage in pregnancy 
is a leading cause of 
maternal mortality 
worldwide. Uterine atony, 





transfusion of plasma and 
high plasma-to-red blood 
cell transfusion ratios in 
massive PPH, and use of 
tranexamic acid and 
fibrinogen concentrates in 




placental accreta, and 
amniotic fluid embolism 
may precipitate 
hemorrhage.  Most 
research has been done on 
trauma-associated 
hemorrhage so the 
treatment for postpartum 
hemorrhage is based on 
that research. However, it 
is important to remember 
that there are differences in 
the obstetric population 
that must be taken into 
account. A 
multidisciplinary treatment 
plan should be formed to 
include lab assessment, 







Examine the epidemiology 
of PPH as well as current 
recommendations for key 
elements in obstetric 
hemorrhage protocols.  
Review Review of current 
literature 
Different types of obstetric 
hemorrhage can be 
categorized as antepartum, 
primary postpartum (within 
24 hours after birth; most 
common), and secondary 
postpartum (1 day – 6 
weeks after birth). PPH is 
defined as >500mL blood 
loss during vaginal 
delivery or 1000mL during 
a cesarean delivery. PPH 
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usually results from 
multiple causes (4 T’s):  
tone (uterine atony; most 
common), tissue (retained 
placenta or structures), 
trauma (injury to the 
uterus, birth canal, and 
supporting structures), and 
thrombin (coagulopathies). 
Management includes 
multiple elements done 
rapidly and 
simultaneously. The 
underlying cause must be 
diagnosed, targeted therapy 
must be delivered, and 
blood products given 
quickly. The National 
Partnership for Maternal 
Safety in the US has 
created a patient safety 
bundle and it includes four 
parts (readiness, 
recognition and prevention, 
response, and 
reporting/systems 
learning). Recognition of 
excessive blood loss is 
critical. Readily accessible 
O-negative RBC units are 
also a key element of PPH 
protocols.  










strategies and the value of 
monitoring the maternal 
coagulation profile during 
severe obstetric 
hemorrhage.  
Review Review of literature Despite rates of PPH 
rising, the rates of infusion 
are still low. A massive 
transfusion protocol (MTP) 
can ensure sustained 
availability of blood 
products on the obstetric 
unit. This can make 
ordering blood products 
easier and faster in an 
emergency situation. 
Hypofibrinogen is an 
important predictor for 
later development of 








recommendations for the 
prevention of and 
appropriate response to 
postpartum hemorrhage 
and is intended for 
physicians who provide 
antenatal, intrapartum, and 
postpartum care. 
Review Review of literature Some clinical 
recommendations are: 
 
Routinely use active 
management of the third 
stage of labor, preferably 
oxytocin (Pitocin).  
 
Oxytocin is the most 
effective treatment for 
postpartum hemorrhage, 
even if already used for 
labor induction or 
augmentation or as part of 
active management of third 
stage of labor.  
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Avoid routine episiotomy, 
which increases the risk of 
blood loss and anal 
sphincter tears, unless 
urgent delivery is 
necessary, and the 
perineum is thought to be a 
limiting factor.  
 
In women with postpartum 
hemorrhage, tranexamic 
acid given within the firth 
3 hours after birth reduces 
mortality due to bleeding, 
but not overall mortality 
Shakur et al., 
2010 












To determine the effects 
of early administration of 
tranexamic acid on 
mortality, hysterectomy 
and other morbidities 
(surgical interventions, 
blood transfusion, risk of 
non-fatal vascular events) 






15,000 women with 




either receive TXA 
or a placebo  
Systemic antifibrinolytic 
agents are widely used in 
surgery to prevent clot 
breakdown to reduce 
surgical blood loss. There 
is little evidence because of 
lack of trials on the effect 






No. 183:  
Postpartum 
Hemorrhage 
Discuss the risk factors for 
postpartum hemorrhage as 
well as its evaluation, 
Review Review on new 
research data and 
relevant 
pathophysiologic 
Level A recommendations: 
 
All obstetric care facilities 
should have guidelines for 







the routine admin of 




Uterotonic agents should 
be the first-line treatment 
for postpartum hemorrhage 
caused by uterine atony. 
 
Level B recommendations:  
 
When uterotonics fail to 
adequately control 
postpartum hemorrhage, 
prompt escalation to other 
interventions and 
escalations of intensity of 
care and support personnel 
are indicated 
 
Given the mortality 
reduction findings, 
tranexamic acid should be 
considered in the setting of 
obstetric hemorrhage when 






Current textbook for 
nursing school. Used 
chapters 28 and 33 for up-




N/A Hemorrhagic disorders are 
considered medical 
emergencies. Ruptured 
ectopic pregnancy and 
abruptio placentae have the 
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management of 
hemorrhagic disorders 
highest incidence of 
maternal mortality. For 
PPH caused by uterine 
atony, the first intervention 
is firm massage of the 
uterine fundus. Expression 
of clots, elimination of the 
bladder, and continuous IV 
infusion of oxytocin with 
Lactated Ringers of NS. 
Nurses should also provide 
calm explanations to the 
patient and family.  
 














Severe Sepsis and 
Septic Shock in 
Pregnancy 
Discussing the risks, 
outcomes, and treatment of 
sepsis during pregnancy 
Review Review of 
literature  
Chances of preterm labor, fetal 
infection, and preterm delivery 
are higher in women with sepsis 
or septic shock. Rapid treatment 
should be initiated and include 
aggressive hydration, IV 
antibiotics, central hemodynamic 
monitoring, and the involvement 
of infectious disease specialists. 
Usually, delivery is not initially 
recommended because 
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stabilizing the mother first will 
help the fetus improve as well.   
Greer et al., 
2019 
Sepsis:  Precision-
Based Medicine for 
Pregnancy and the 
Puerperium  
Review of current 
knowledge of the physiology 
and immunology of 
pregnancy and propose areas 
of research, which may 
advance the development of 
pregnancy-specific 
diagnostics and therapeutic 
approaches to optimize the 
care of pregnant women and 
their babies 
Review Review of 
literature 
Sepsis is the dysregulated host 
response to infection. The impact 
of sepsis on both the mother and 
neonate is significant, but current 
approaches for management are 
based on non-pregnant 
population. In pregnancy, the 
maternal immunological and 
cardiovascular adaptations that 
help to facilitate the development 
of the fetus, may impar the 
maternal capacity to respond to 
infection.  
Dashraath 





To share a framework that 
can be adopted by tertiary 
maternity units managing 
pregnant women in the flux 
of a pandemic while 
maintain the safety of the 
patient and healthcare 
provider at its core 
Review Review of 
literature 
Pregnant women are a vulnerable 
group because of altered 
physiology, susceptibility to 
infections, and compromised 
mechanical and immunological 
functions. COVID-19 outcomes 
for the mother appear to be more 
promising than SARS and 
MERS. Fetal complications 
include miscarriage, intrauterine 
growth restriction, and preterm 
birth. Current treatment approach 
is in accordance with WHO and 
CDC recommendations. In terms 
of labor, the delivery units 
should have rooms/areas for 
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women who possibly have or 
were exposed to COIVD-19. 
Vaginal delivery is not 
contraindicated. Breastfeeding is 
not contraindicated, but a mother 
with COVID-19 should continue 
to wear a mask around her child 









Summarize guidelines for 
medical/obstetric care and 
outline future directions for 
optimization of treatment 
and prevention strategies for 
pregnant patients with 
COVID-19 with the 
understanding that relevant 
data are limited and rapidly 
changing 
Review Review of 
literature 
Pregnant women may be at 
greater risk for infection with 
more severe symptoms and 
worse pregnancy outcomes. 
Some of the pregnancy 
complications include preterm 
birth, pre-eclampsia, and higher 






Partum Infection  
The review covers:  the 
epidemiology of post-partum 
infections after OVD, 
including the incidence, the 
type of infection and risk 
factors for infection; The 
current evidence on the use 
of prophylactic antibiotics, 
including an outline of the 
ANODE trial 
Review Review of 
literature 
Risk for postpartum infection is 
higher with the use of forceps, 
episiotomies, and tears. The most 
serious post-partum infections 
are caused by group A strep 
which can cause severe sepsis, 
septic shock, and death. 
Endometritis. Perineal infections, 
and UTIs remain the most 
common post-partum infections 
and are most commonly caused 
by E. coli, group A and B step. 
Basic sterile technique and 
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awareness of symptoms/routes of 
infection are important. There is 
no evidence to support the use of 







Current textbook for nursing 
school. Used chapter 33 for 
up-to-date information on 




N/A Endometritis, wound infection, 
UTI, and respiratory infections 
are common postpartum 
infections. Management of these 
infections include IV broad 
spectrum antibiotics, supportive 
care, hydration, rest, and pain 
relief. The most effective 
treatment of postpartum infection 
is prevention.  
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